IMROV1NG EMS-C: LOOKING TO THE FUTURE                                                    327
of this population itself, and the remaining high levels of poverty among the elderly. Some suggest that emergency care for the elderly deserves attention much like that being recommended by the committee for I3MS-C (Sanders, 1992). Moreover, the proportion of the total population accounted for by immigrants and nonimmigrant minorities is growing, and differences in socioeconomic and health factors between blacks and Hispanic groups, on the one hand, and the white population, on the other, are dramatic. Families themselves are changing; single-parent households, non-traditional households of various sorts, and homelessness are all on the rise. Patterns of illness are changing. The control of many infectious diseases and the emergence of chronic illness has shifted most deaths to later ages. Some implications seem clear: death is a less relevant endpoint to measure; health-related quality of life is a more salient one. The same can be said, for the emergence of impairments and disabilities — we save more people from genetic illness and life- or limb-threatening injuries, for example, leaving them to live longer lives but often of poorer quality. Superimposed on this picture is a complex set of sociomedical problems — acquired immune deficiency syndrome (AIDS), use and abuse of illegal drugs, alcohol, and tobacco, and both interpersonal and intrapersonal abuse and violence. Some of these (especially the last) have immense ramifications for EMS in general and EMS-C in particular.
Something else is changing: people's attitudes toward health and health care services. People expect to be able to exercise some autonomy and to express their preferences about how they will be cared for. This means they expect to be informed about all reasonable options open to them and what the benefits and risks of those options are. Although patients with life-threatening emergencies typically are not physically capable of entering into decisionmaking or expressing preferences, other patients requiring emergency care, the families of patients, and perhaps especially the parents of acutely ill or injured children may well have concerns in this regard. EMS and EMS-C systems around the country must, therefore, consider these points. The number of health care reform proposals circulating in Washington by year-end 1992 was large and growing (AMA, 1991; Blendon et al., 1992), with most observers expecting a landmark reform proposal to be introduced by the incoming Clinton Administration by spring 1993.' Furthermore, action on the state level is accelerating (Blue Cross of California, 1992; IHPP, 1992; Iowa Leadership Consortium, 1992).2 Some plans are quite comprehensive, others narrowly focused, and some are quite well thought out and others less so, but all appear to take a long-term view of improvement of the health care system.
Significant reform will require painful choices for many parties and trade-offs among several desirable objectives. It will also demand that a considerable array of difficult topics be competently addressed: who pays;1997"; funding had been $5 million for each of FY 1991 and 1992. This bridging authorization is basically a means of ensuring some continuity in the EMS-C effort until action can be taken on the IOM committee's recommendations.  For example, these statutes have mandated complete state coverage of pregnant women and children up to fi years of age who arc in families with incomes below 133 percent of the federal poverty level, with subsequent coverage phased in, one year at a time, for all children through 18 years of age with family incomes less than 100 percent of poverty (Lee, 1992; Wcissert, 1992).   Some health care reform proposals appear to be predicated on the need lo address access problems that affect disadvantaged populations, which clearly include intolerably high numbers of children (NRC/IOM, 1992a).
